Traumatic stress symptoms were assessed for 218 children ages 5 to 13 following exposure to intimate partner violence: 33% of Caucasian and 17% of minority children were diagnosed with posttraumatic stress disorder. A risk and protective factors model was used to predict traumatic stress symptoms. For Caucasian children, the best predictors were mothers' mental health and low self-esteem. For minority children, the amount of violence, mothers' low self-esteem, and low income predicted traumatic stress. Social support to the mother, inclusive of friends, relatives, and religion, was a protective element. Implications for assessment and intervention are discussed in light of each group's experiences.
posttraumatic stress disorder (PTSD). However, results of studies to date provide little reliable data concerning traumatic stress symptoms in this population. For example, the range in incidence noted above may be attributed to the use of different samples of children. Lehmann (1997) found that 56% of children living in shelters for battered women had PTSD, whereas Graham-Bermann and Levendosky et al., 2002) found that 3% to 13% of children living in community settings had PTSD. Disparities may also be related to variation in measures used to assess PTSD in children; for example, lower rates are reported when valid and reliable measures are used , and higher rates are found when nonstandardized measures are used (Lehmann, 1997; Rossman et al., 1997) . Furthermore, factors having to do with individual vulnerability or risk may explain some of the variation in findings regarding the incidence of PTSD and traumatic stress symptoms among samples of children exposed to IPV. In brief, we still know little about the circumstances that tend to exacerbate or diminish the effects of children's exposure to traumatic family violence. Consonant with the foregoing, DiNicola (1996) argued that although PTSD in children remains a major but underrecognized mental health problem, larger and more culturally diverse research samples are needed in studies of PTSD in children. The present study may be understood as responsive to DiNicola's suggestion. In this study, factors known to account for variance in the traumatic stress symptoms and diagnoses of adults and children exposed to other traumatic events are applied to understanding why some children exposed to IPV may develop PTSD while others do not. Particular attention is paid to exploring the traumatic stress responses of children from different cultural groups.
Historically, studies of PTSD in adults have focused on men's reactions to war and women's responses to sexual assault (Fletcher, 2003) . More recently, studies of children have broadened the range of considered traumas to include children's developmental capacities to cope with a variety of potentially traumatic events. Specifically, Terr (1991) identified two typologies of traumatic events that are reflected in studies of children. Type I traumas are typically single events, such as being in a traffic accident (Gillies, Barton, & Gallo, 2003) , in a shipwreck (Yule et al., 2000) , witnessing the World Trade Center bombing (DeVoe & Klein, 2003) , seeing someone shot (Richters & Martinez, 1993) , being attacked by a dog (Rossman et al., 1997) , or witnessing an industrial disaster (Vila et al., 2001) . Type II traumas are repeated or ongoing traumatic events that include child abuse (Adam, Everett, & O'Neil, 1992; Thompson et al., 2003) , witnessing IPV (Litrownik, Newton, Hunter, English, & Everson, 2003) , prolonged exposure to war (Becker, Weine, Vojvoda, & McGkashan, 1999) , and exposure to chronic community violence (Jaycox, Marshall, & Orlando, 2003; Margolin & Gordis, 2000) .
Assessing the Trauma of Children Witnessing IPV
Children's experiences with IPV vary considerably. For example, children may or may not be exposed to a number of potentially traumatizing events, including witnessing acts of severe violence, the injury of one parent by the other, reminders and threats to do harm, dangerous gun use, and sexual assaults and repeated acts of mild violence (Campbell et al., in press; Graham-Bermann, 1996 Jouriles et al., 1998) . Root (1992) referred to IPV as "insidious trauma" that has a cumulative impact over time. Given the repetitive nature of IPV and the presence of continual reminders of the violence, children may have difficulty recovering between events. Furthermore, results of studies of children who are victims of violence and who witness violence show that both forms of exposure have unique and independent contributions to behavior problems (Litrownik et al., 2003) . Thus, whether and how much the child was an eyewitness to interparental violence and whether such exposure was traumatically upsetting to the child and resulted in disorganized, agitated behavior are the first requirements for diagnosing PTSD in children using the Diagnostic and Statistical Manual of Mental Disorders (4th ed.; DSM-IV) classification (American Psychiatric Association [APA], 1994; Foa, Johnson, Feeny, & Treadwell, 2001) .
Following DSM-IV, symptoms that persist for greater than one month but less than three months meet diagnostic criteria for acute PTSD, whereas symptoms persisting for three months or longer meet diagnostic criteria for chronic PTSD. In a review of studies based on 2,697 children from 34 samples, Fletcher (1994) found an incidence rate of 33% for school-aged children exposed to traumatic stressors (of any sort) who met the diagnostic criteria for PTSD. Of these, 92% responded with symptoms of traumatic reexperiencing, 30% showed evidence of avoidance or numbness, and 55% had symptoms of hyperarousal. Thus, the present study relies on a measure that follows DSM-IV criteria and clearly documents the traumatic stressor and the extent of the child's exposure to the stressor (in this case IPV).
An Ecological Model of Risk and Protection Predicting Child PTSD
From meta-analyses of individual outcome studies of children and adults exposed to a range of traumatic events (Brewin, Andrews, & Valentine, 2000; Fletcher, 2003; Ozer, Best, Lipsey, & Weiss, 2003) , a number of risk factors are known to be associated with higher levels of PTSD. Still, few risk factors specific to PTSD have been identified for children exposed to IPV. In addition to characteristics of the trauma itself, efforts to understand the factors that promote PTSD must include ecological risk factors intrinsic to the individual, to the family, and to the larger environment. Individual child factors that may affect the development of PTSD include age, gender, and race or ethnicity. Important family-level factors encompass various aspects of the mother's mental health. More distal influences found to affect child outcomes include the social environment, as defined by social support, cultural context, and socioeconomic status. Although the influence of larger cultural systems is more difficult to assess, Geertz (1973) suggests that religion is a cultural system and can be measured. Thus, the proposed model takes an ecological perspective where predictors are nested such that the effect of risk at one level is influential to the effect of risk at another level.
Age. Studies of trauma in children indicate that young children are at somewhat greater risk for developing traumatic stress than are older children because of their limited ability to understand and to cope with overwhelming events (Green et al., 1991; Pynoos, Sternberg, & Wraith, 1995; Saylor, Swenson, Reynolds, & Taylor, 1999; Udwin, 1993) . In individual outcome studies of children exposed to IPV, one characteristic of the child that has been consistently associated with greater risk of negative outcome is younger age (Fantuzzo et al., 1991; Holden, Stein, Ritchey, Harris, & Jouriles, 1998) . Thus, in the present study, we expect younger children to have more traumatic stress symptoms than older children.
Gender. Women exposed to traumatic events are consistently found to have higher rates of posttraumatic stress reactions and diagnoses than do men (Brewin et al., 2000) . Similar findings, that girls are at a higher risk, accrue in studies of children and adolescents exposed to natural disasters and war (Adjukovic, 1998; Anthony, Lonigan, & Hecht, 1999; Foa et al., 2001; Shannon, Lonigan, Finch, & Taylor, 1994; Yule et al., 2000) . Yet few studies of children exposed to family violence report significant differences related to gender when measuring child outcomes, inclusive of traumatic stress. For example, no gender differences were found in outcomes in studies of child maltreatment and community violence (M. Lynch & Cicchetti, 1998) and studies of IPV and child abuse (Litrownik et al., 2003) . Therefore, no gender differences in traumatic stress symptoms are expected in the present study.
Race and ethnicity. Marsella, Friedman, and Spain (1995) note that although we know little about the relationship between ethnocultural factors and PTSD, "child development is contingent on cultural context" (p. 400). To conduct culturally competent studies, it is imperative that researchers include cultural variables in child studies and use a cultural lens to examine results (DiNicola, 1996; Gaines, 1986 ). Yet much of what is known about race and ethnicity in children exposed to traumatic events is focused on children exposed to war in other parts of the world (Allwood, Bell-Dolan, & Hussain, 2002) and immigrant children fleeing disaster and war (Becker et al., 1999; Clarke, Sack, & Goff, 1993; Dyregrov, Gupta, Gjestad, & Mukanoheli, 2000) .
Within the disaster literature, studies of ethnicity and child outcome show mixed results. For example, when Shannon and colleagues (1994) assessed children ages 9 to 19 following Hurricane Hugo, they reported that although African American children had higher rates of posttraumatic symptoms than did Caucasian children, they did not differ proportionately in terms of PTSD diagnosis. In another study of more than 1,000 adolescents, African American teens reported fewer symptoms overall than did members of other ethnic groups, despite higher levels of exposure to Hugo and to other kinds of violence (Hardin, Weinrich, Weinrich, Hardin, & Garrison, 1994) . However, two studies compared European American, Hispanic, and African American children's responses to Hurricane Andrew and found that the Hispanic children reported slightly more trauma symptoms than did European American children (La Greca, Silverman, Vernberg, & Prinstein, 1996; Perilla, Norris, & Lavizzo, 2002) . A prospective study indicated that only ethnicity and predisaster level of anxiety were predictive of the development of PTSD symptoms after controlling for level of exposure to a hurricane (La Greca, Silverman, & Wasserstein, 1998) . Similarly, following the September 11 terrorism attacks, rates of PTSD in Manhattan were higher for Hispanics (14%) and African Americans (9.3%) than for Caucasians (6.5%; Galea et al., 2002) . For the most part, no reasons for these differences have been identified or proffered.
Three studies compared the behavioral problems of children exposed to IPV and found African American children to have lower rates of externalizing problems relative to their Caucasian peers (O'Keefe, 1994; Stagg, Wills, & Howell, 1989; Westra & Martin, 1981) . A somewhat different approach was taken by Grych, Jouriles, Swank, McDonald, and Norwood (2000) , who sampled African American, Hispanic, and European American children and calculated their profiles of adjustment following IPV exposure. No discernable or significant differences in adjustment outcomes were associated with the ethnicity of the child. Still, there is no study of children exposed to IPV that has specifically examined the impact of ethnicity and the cultural context of the family on trauma symptoms. Partly because of the focus on identifying differences, we have little information in the research literature about the ways in which children from various cultural contexts cope with adversity, such as family violence. In sum, studies that take a within-ethnic group approach may be needed to ascertain the distinct contributions of both risk and protective factors to the trauma experienced by children within an ethnic group (Gaines, 1986) .
Maternal mental health. Maternal depression and anxiety have consistently been identified as affecting children's social and emotional adjustment (Hammen, Burge, Burney, & Adrian, 1990; Hammen & Rudolph, 1996; NICHD Early Child Care Research Network, 1999; Teti, Gelfand, Messinger, & Isabella, 1995) . Foy, Madvig, Pynoos, and Camilleri (1996) reported that parents' traumatic distress has been a reliable predictor of children's PTSD symptoms. The effect of maternal PTSD is strongest for young children, as they spend more time in the presence of mothers and are known to attend to their mothers' affective reactions (Klinnert, Campos, Source, Emde, & Svejda, 1983) . Research studies of battered women find higher levels of depression and greater psychological distress and PTSD symptoms and lower levels of self-esteem than for comparison, nonabused women (Campbell, Kub, Belknap, & Templin, 1997; Herman, 1992; , 2000 S. M. Lynch & Graham-Bermann, in press ). Yet mothers' positive mental health has been found to provide a protective function for children in families with IPV (Jaffe, Wolfe, & Wilson, 1990; Osofsky, Cohen, & Drell, 1995) . We posit that maternal depression, traumatic stress, and low self-esteem will be associated with variance in children's symptoms of traumatic stress, such that higher levels of maternal depression and trauma and lower levels of self-esteem will be predictive of greater traumatic stress for the child.
Generally, researchers have found that when economic and demographic factors are taken into account, African Americans have equal or lower levels of mental health problems than do Caucasians (Jones-Webb & Snowden, 1993) . Attribution theorists posit that those who are depressed are more likely to view problems as internal to themselves than are less depressed people, who are more likely to externalize blame for negative events (Peterson, Schwartz, & Seligman, 1981) . Applied to the issue at hand, this research suggests that Caucasian mothers may be more likely than African American mothers to be depressed and have lower self-esteem as a result of their experiences with IPV.
Women's social support. Researchers have assessed the extent to which abused women have access to social support, given the use of isolation and control tactics by violent partners, although others have examined the quality of social support available to abused women and the potential for women to receive negative feedback or even blame for the violence from their social network (e.g., Fry & Barker, 2001; Kocot & Goodman, 2002) . Social support serves a buffering function, particularly when stress is high (Wasserstein & La Greca, 1996) . Kocot and Goodman (2002) found that lower social support was associated with symptoms of PTSD and depression for a sample of predominantly African American women with violent partners. Here, emotional social support moderated the relationship between partner violence and women's mental health. Although a few studies give evidence that children benefit when their abused mothers receive support from their social networks (Kolbo, 1996) , it remains the case that relatively little is known about the specific relationships among partner violence, social support to abused women, and their children's mental health. Nonetheless, given Kolbo's (1996) findings, it is expected that the children in our study will benefit when their mothers receive social support. One such benefit to the child will be fewer symptoms of traumatic stress.
On the other hand, other research has shown that the makeup of women's social support and their use of support vary by ethnicity. For members of the African American community, religion and religious institutions have been shown to provide support to families under stress for generations (Brodsky, 2000; Lincoln & Mamiya, 1990) . Research has demonstrated that for many African American women, God, spirits, and saints are active and viable members of their support networks (Mattis, 2002) . Mattis (2002; Taylor, Mattis, & Chatters, 1999) found that during times of adversity, religion and spirituality help African American women face and accept the reality of their circumstances, confront and supercede the limitations facing them, uncover the life lessons that are embedded in adverse situations, define principled action, and experience spiritual and personal growth. Furthermore, there is evidence that religious beliefs are associated with reduced psychological distress in African American women (Handal, Black-Lopez, & Moergen, 1989) . Thus, we would expect the social support networks of African American women (including religion and spirituality) to work to reduce the traumatic aftereffects of IPV for the mother and her child.
Family income. Poverty and low income have been identified as added risk factors for women and children in studies of a range of developmental outcomes, including health and nutritional status (Case & Paxson, 2001; Korenman & Miller, 1997) , emotional and behavioral difficulties (Moore, Hatcher, Vandivere, & Brown, 2000; Shaw, Keenan, Vondra, Delliquadri, & Giovannelli, 1997) , and cognitive functioning. National surveys suggest that poor women are at greater risk for abuse than are those in higher income brackets (Sampson, 1993) . Furthermore, income is an especially salient issue for women and children of color, as poor neighborhoods can vary considerably in resources made available to families under stress (McAdoo, 1995) . Thus, we expect that income will be an important influence on the adjustment of children, particularly those in ethnic minority groups. Here, lower family income will be associated with higher levels of stress for the child.
The Present Study
Children living in the community who are eyewitnesses to IPV are expected to have rates of traumatic stress symptoms and PTSD similar to those of children exposed to chronic, ongoing, traumatic events. In this study, the rates of PTSD and ecological predictors of variance in traumatic stress symptoms are explored for both Caucasian and minority (mostly African American) children, who were eyewitnesses to IPV within the past year. Several of the known risk and protective elements in the children's lives that successfully predicted children's adjustment in the studies reviewed above are applied to a model predicting traumatic stress symptoms for children who witnessed IPV. Clearly, we expect that both income and the amount of witnessed violence will produce variance in the level of the children's traumatic stress, such that children in low-income families and those who witness more violence will have more stress. We do not expect significant contributions to variance in traumatic stress symptoms because of gender but do anticipate that child age and ethnicity will be influential. Following O'Keefe (1994), Stagg et al. (1989) , and Westra and Martin (1981) , it is hypothesized that ethnic minority children will have fewer trauma symptoms than will Caucasian children. Following the literature on the salience of social support for the mother, it is expected that social support will significantly and negatively predict child traumatic stress symptoms. Thus, we posit that the social support of African American mothers will be more influential in predicting traumatic stress of the child than that of the Caucasian mothers.
To assess competently the experiences of different cultural groups of children following exposure to IPV, the proposed model will be tested three times. First, the total sample will be analyzed using the predictors above. Then separate withingroups analyses will be undertaken for Caucasian children and for children in minority groups. Given the different locations of families within their respective cultural contexts, we posit that significant predictors of traumatic stress symptoms will differ for these two sets of children. It is expected that poverty and social support networks will be associated with greater variance in minority children's risk and that mothers' mental health will be associated with greater variance for Caucasian children.
Method Participants
The sample consisted of 218 children ages 5 to 13 years (M = 8.49 years, SD = 2.16) and their mothers (M = 33.10 years, SD = 5.29), most of whom were residing in the community in homes, manufactured housing, or apartments. That is, less than 5% were living in a shelter at the time of the study. The families were from Jackson, Oakland, and Washtenaw counties in Michigan. Gender of children was evenly split. Children's race and ethnicity varied with 52% Caucasian, 34% African American, 9.5% biracial, 1.4% Hispanic, 1.8% Native American, and 1.3% Other. More than half of the sample consisted of Caucasian women, whereas 42% of mothers were from ethnic minority groups (mostly African American). Most of the mothers were or had been married (20% married or remarried, 30% separated, 18% divorced), with 9% living with a partner and 23% single. Mothers' monthly income was low but varied with a mean of $1,245 (SD = $1,352). At least 54% of the women received some education beyond high school, and 52% were currently employed. Mothers of 200 children gave permission to contact their child's teacher. Of these, 130 completed assessments of the child's behavioral problems.
Measures
Exposure to IPV. To document the child's exposure to traumatic events, interviewers asked the mother to report whether she had experienced each of 64 domestic violence and psychological maltreatment tactics and how frequently they had been used against her in the past year. The measures used for this purpose were the Conflict Tactics Scale (CTS; Straus, 1979 ) and the Violence Against Women Scale (Marshall, 1992) . The CTS is a 15-item questionnaire that measures verbal aggression and physical violence and was used in two national surveys to document the prevalence of IPV in American families (Gelles & Straus, 1988; Straus & Gelles, 1990) . The internal consistency for the CTS Physical Violence scale is reported as α = .88. The Violence Against Women Scale has been used to assess the psychological and sexual abuse of a woman by her partner in several large sample studies of the prevalence of psychological maltreatment of women (Levendosky & GrahamBermann, 2000; Marshall, 1992) . Reliability for the Psychological Maltreatment scale is high (α = .96). In the present study, the internal consistency of the CTS Physical Violence score was α = .84 and of the Emotional Maltreatment score was α = .86. Each mother was questioned as to whether and how frequently she had experienced each tactic during the past year and whether the child was eyewitness to each event that was endorsed, reflecting the child's exposure to the frequency of physical and psychological maltreatment of the mother. The internal consistency of child witnessing physical violence was α = .83 and of child witnessing psychological maltreatment was α = .88. A total score of the child's witnessed IPV consisted of the sum of the frequency of items reported by the mother and observed by the child (α = .91).
The mother's history of violence and maltreatment when she was a child (Graham-Bermann, 1994) was measured with 11 items that ask about the presence or absence of psychological maltreatment and physical maltreatment in her family of origin. Specific items include whether the woman's father or her mother's partner ever repeatedly called her mother names or insulted her mother, verbally fought with her mother, or shoved or slapped, hit, or beat up her mother while the woman was a child. Four items ask the woman to report on whether she herself was repeatedly verbally maltreated, shoved or slapped, hit, beat, injured, or sexually abused by her father or the mother's partner during her childhood. A total score was represented by the sum of all items and ranged from 0 to 11. This scale's reliability was α = .90.
Self-report bias. The Crowne-Marlowe Social Desirability Scale (Crowne-Marlowe, 1960 ) was used to establish the reliability of self-reports of violence in the family. The scale has significantly correlated with the Minnesota Multiphasic Personality Inventory Psychopathic Deviate subscale (r = .41) and Lie scale (r = .54) and has an internal consistency of α = .88 (Crowne-Marlowe, 1960) . A short form consisting of 10 items with a 7-point, Likert-type scale format has similar reliability (Greenwald & Staow, 1970) . This measure successfully assessed bias in studies of abusive husbands (Saunders & Hanusa, 1986) , incest perpetrators (Hooper, Hooper, & Colbert, 1984) , abused women, and police officers (Saunders & Size, 1986) . Reliability for the present study was α = .70.
The Traumatic Stress Symptoms Child Scale (TSSC; Graham-Bermann & and mothers' interview reflect criteria established for diagnosing PTSD in the DSM-IV (APA, 1994). The measure was developed with a sample of battered women having school-age children, some living in shelters and some in the community, with internal consistency reported as .80. In the present study, mothers were interviewed and asked to describe the worst domestic violence experience that the child witnessed within the past year and the child's reactions to it. DSM-IV criteria stipulate that the child's reaction to witnessing trauma must include intense fear, horror, or helplessness and, for children, may include disorganized or agitated behavior. The TSSC measure was used to assess the mother's perceptions of the presence or absence of 17 behavioral stress reactions seen in her child for more than one month as a direct response to the violence the child had witnessed. Five items assessed the child's persistently reexperiencing the traumatic event, seven items assessed the child's numbing/avoiding stimuli associated with the event, and five items tapped increased arousal symptoms in the child. The total scores ranged from 0 to 16 (M = 6.41, SD = 4.05). Internal consistency was α = .82 for the total TSSC Scale.
A number of factors guided the decision to rely on the mothers' reports of the children's symptoms of traumatic stress. First, we considered individual clinical interviews with each child to be prohibitively expensive in terms of cost and time. Second, as clinicians and social workers, we were concerned with the potential for retraumatizing children with direct questions about their violence experiences prior to their entering an intervention program. Third, although some self-report PTSD measures are available for use with children aged 8 and older and with adolescents, in the present study 41% of children were in the 5-to 7-year-old range (Foa et al., 2001; March, Amaya-Jackson, Terry, & Constanzo, 1997) . Finally, mothers' reports have been used in many studies of young children exposed to IPV (GrahamBermann & Seng, in press).
Child behavior problems.
In studies of children exposed to sexual assault and a range of other traumatic events, measures of the child's behavior problems were used to demonstrate the differential validity of the PTSD classification and its subscales (Saigh, Yasik, Oberfield, Halamandaris, & McHugh, 2002) . Two independent sources of evaluation-parent's and teacher's reports of the child's internalizing, externalizing, and total behavior scores-were used. The Child Behavior Checklist (CBCL; Achenbach, 1991a) consists of 113 items completed by parents using 3-point rating scales, including 0 (not true), 1 (somewhat or sometimes true), and 2 (very true or often true). There are three broad brand scales. The Internalizing scale consists of the Anxiety/Depression, Withdrawal, and Somatic Complaints Syndrome subscales. The Externalizing scale is composed of the Aggression and Delinquency Syndrome subscales. The Total omnibus scale includes these and Social Problems, Thought Problems, Attention Problems, and additional items not assigned to other syndrome scales. The CBCL is both reliable and valid and has been used extensively in research with clinical populations (Achenbach & Edelbrock, 1993) . Achenbach (1991a) reported internal consistency of α = .70 to .92 for the syndrome scales and .89, .93, and .96, respectively, for the Internalizing, Externalizing, and omnibus Total scales of this norm-referenced measure. In the present study, internal consistency was α = .91, .93, and .96 for the three summary scales, respectively.
The Teacher Report Form (TRF; Achenbach, 1991b) has been used in studies of children ages 4 to 18 and consists of similar items and formats completed by teachers that yield Internalizing, Externalizing, and Total scores. Internal consistency of the TRF scales was high for the present study (α TRF Internalizing = .91, α TRF Externalizing = .94, α TRF Total = .95). In this study, mean scale scores using mothers' CBCL reports were significantly and positively intercorrelated with mean teacher TRF scales of Internalizing (r = .230, p < .01), Externalizing (r = .315, p < .001), and Total Behavior Problems (r = .309, p < .001). Given that fewer teachers than mothers completed reports, only mothers' reports were used for further analyses.
Maternal mental health. Depressive symptoms were assessed with the Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, & Erbaugh, 1961) . The 21-item measure has been used in studies of clinically depressed and nondepressed adults and successfully discriminated between the two. Validity of the BDI was established by comparison of BDI scores with psychiatrists' ratings of depressed patients (r = .77; Bumberry, Oliver, & McClure, 1978) . Internal consistency was reported as α = .86 (Beck et al., 1961) . Internal consistency for the present study was high (α = .92).
Trauma symptoms of the mother were assessed with the Post-Traumatic Stress Scale for Family Violence (Saunders, 1994) . This measure has been used in other studies of abused low-income women (Levendosky & Graham-Bermann, 2000) . Seventeen questions based on DSM-III-R (APA, 1987) criteria yield scores for intrusion, avoidance, and physiological arousal and a total score. This measure was found to be significantly and positively related to other PTSD scales (r = .58) and internally consistent (α = .94; Saunders, 1994) . Reliability for the present study was α = .96. The Coopersmith (1981) Self Esteem Inventory was used to assess the mothers' ratings of their self-regard. The total self-esteem score was derived from summing the 25 items. Both test-retest reliability (r = .64) and internal consistency (α = .75) have been established (Hattie, 1992) . In the present study, the internal consistency for self-esteem was low (α = .51). Taken together, these three constructs have been used broadly to describe adult mental health and functioning.
Social support. Mothers were asked to report on their own support in response to 11 items adapted from the Social Support Questionnaire (Sarason, Sarason, Sherin, & Pierce, 1987) tapping whether and to what extent social support was received from friends, various family members, someone at work, or a religious leader, in addition to God, spirituality, or religion. The measure assessed perceived social support and satisfaction with support. A total social support score was derived by summing the extent to which mother indicated satisfaction with support that was derived from each of these sources. Internal consistency for mothers' social support scale was α = .75.
Procedure
Families were located through advertisements in newspapers and through flyers posted in grocery stores and at social services agencies. They were invited to participate in a survey and intervention for children exposed to violence. All of the mothers were prescreened, and only those who had experienced either mild or severe violence by an intimate partner during the past year were included in the study. The data were collected prior to random assignment of families to an intervention program protocol. After obtaining permission from the mother and assent from the child, mothers and children were interviewed separately by female research assistants trained in research ethics and clinical interviewing techniques. The mothers were assured of confidentiality but told that the researchers were required by law to report cases of suspected child abuse to Child Protective Services. Three cases were reported. Participants were assured that they could stop at any time without penalty, and women who wanted them were given lists of affordable mental health service providers and the telephone numbers of shelters for abused women in their area. Mothers were paid $20 for their time, and children received a toy worth approximately $5. Teachers were paid $10 for their time.
Results

Exposure to IPV
Mothers reported that they experienced a mean of 15.04 (SD = 23.66) acts of physical violence by an intimate partner within the past year. Some mothers reported only one act, whereas for others the violence was ongoing. The range was from 1 to 133 acts. A mean of 70.59 (SD = 59.81) acts of psychological maltreatment during the past year was also reported. These experiences varied considerably from 0 to a high of 252 events. When violence occurred, children were said to be eyewitness to 71% of severe violence tactics, 78% of mild violence tactics, 19% of sexual violence tactics, 83% of physical threats, and 92% of tactics with features of coercion and control. The mean number of violent acts and tactics children were said to have witnessed was 31.30 (SD = 34.07, range = 1-142). No significant gender, child age, or ethnic group differences were found in either the mean amount of violent acts and tactics to the mother or the total amount that the child witnessed. The mothers indicated that they were exposed to a mean of 3.02 (SD = 3.42) kinds of violence and maltreatment as a child. There were no differences in the mothers' own experiences of violence and maltreatment in their childhood by child age, gender, or ethnicity. Both the mean number of violent acts and tactics experienced by the mother in the past year and the mean of the kinds of violence and maltreatment experienced by the mother during childhood were not significantly related to social desirability scores.
Child Traumatic Stress Symptoms and PTSD Diagnosis
After recalling the worst incident of IPV in the past year that the child had seen, all of the mothers reported that their child reacted by being very upset, with intense fear, horror, or helplessness. By mothers' reports, 85% of the sample experienced at least one trauma symptom lasting for more than one month following exposure to IPV. Although 15.0% of those who witnessed and were very distressed by the violence had no symptoms of trauma, 36.4% had 1 to 4 symptoms, 31.4% had 5 to 8 symptoms, 24.8% had 9 to 12 symptoms, whereas 7.4% had more than 12 out of 17 possible symptoms. The mean Total TSSC score was 6.40 (SD = 4.24, range = 0-16). In all, 25% met the diagnostic criteria for PTSD with one or more symptoms of traumatic reexperiencing, three or more symptoms of avoidance/numbing, and two or more symptoms of physiological arousal. More children (76.0%) met the criteria for traumatic reexperiencing than for avoidance (34.7%) or for physiological arousal (31.4%).
Results of zero-order correlations between Total TSSC symptoms, Traumatic Reexperiencing, Avoidance/Numbing, and Physiological Arousal scores and CBCL Internalizing, Externalizing, Total scale scores and the eight syndrome scores are shown in Table 1 . They were positive and significant at the .01 level or less in every case, with the exception of Avoidance/Numbing and Delinquency, where the correlation was p = .029. T tests of the mean difference in CBCL scale and syndrome scores for children with and without a PTSD diagnosis were also significant and provided corroboration of the PTSD diagnosis using the TSSC measure. Analyses of the extent to which children with a PTSD diagnosis differed in clinical impairment from those without the diagnosis indicated that more children with PTSD than expected had Internalizing scores in the clinical range, Pearson χ 2 (1, 217) = 12.80, p = .0001, Externalizing scores in the clinical range, Pearson χ 2 (1, 217) = 4.94, p = .026, and Total CBCL scores in the clinical range, Pearson χ 2 (1, 217) = 5.80, p = .016, than did children without the diagnosis. Although children's PTSD scores did not vary by age or differ by gender, differences in the scores of children in Caucasian and ethnic minority groups were evident (see Table 2 ). Rates of PTSD for Caucasian children were 33% versus 17% for ethnic minority children, χ 2 (1, 217) = 7.44, p = .006. Diagnostic levels of reexperiencing symptoms, defined here as the presence of one or more symptoms, were higher for Caucasian children (54%) than for ethnic minority children (29%), χ 2 (1, 217) = 13.25, p = .0001. Caucasian children also were more likely to have three or more symptoms of avoidance (40% Caucasian vs. 19% ethnic minority children), χ 2 (1, 217) = 11.81, p = .0001, and two or more symptoms of arousal (59% Caucasian vs. 32% ethnic minority children), χ 2 (1, 217) = 15.81, p = .0001. Children's diagnoses and their mean TSSC Total, Reexperiencing, Avoidance, and Arousal scores were not significantly associated with mothers' education, mothers' marital status, or children's age.
14 Violence Against Women Mothers' depression scores ranged from 1 to 51 (M = 17.18, SD = 10.95). However, there was little variation in mothers' self-esteem, with scores from 19 to 25 (M = 22.16, SD = 1.63). Maternal depression and self-esteem did not vary by mothers' ethnicity, age, income, or education. Mothers' ratings of PTSD (M = 68.54, SD = 33.01, range = 17-135) were higher for Caucasian than for ethnic minority mothers, as shown in Table 2 . Social support to the mother ranged from 7 to 25 but had little variance (M = 16.18, SD = 3.38). Social support to the mother did not vary or differ by child gender, age, mother age, income, education, or ethnicity. Table 3 shows the intercorrelations of violence, demographic, and other variables used to predict child traumatic stress symptoms. In the first test of the model, hierarchical regression analyses with the total sample (N = 218) first analyzed the effects of income (R 2 for Step 1 = .008). See these results in Table 4 . In the second step, child ethnicity was a significant predictor (β = -.223) of child traumatic stress. Little contribution was added by either child sex or child age. However, witnessed violence (β = .308) was a strong and significant predictor of child traumatic stress, as was the mother's history of violence and maltreatment in her family of origin (β = .202). These two variables accounted for an additional 14% of the variance over the prior demographic variables.
Hierarchical Regression Analyses Predicting to TSSC Symptoms
Step 4 tested the added effects of mothers' mental variables in this model, the range of tolerance statistics was from .587 to .937, and the range of variance inflation statistics was from 1.065 to 1.634, indicating both high tolerance and low multicollinearity.
To understand the unique contributions of predictor variables to child traumatic stress symptoms, two separate hierarchical regression analyses were performed using the Caucasian and African American children independent of one another. Given that the sample consisted of 43.5% African American and biracial children and 52.0% Caucasian children, the remaining 4.5% (Asian, Hispanic, or Native American) of children were not included in these analysis. These results are shown in Table 5 . Thus, in the second test of the model, African American children's traumatic stress varied by income (β = -.252) but not child sex or child age. In the third step, the extent of witnessed violence (β = .488) and the mothers' history of violence and maltreatment in her family or origin ((β = .270) accounted for an additional 29.9% of the variance in African American children's traumatic stress over demographic variables entered in the first two steps. Of the mothers' mental health variables entered at Step 4, only self-esteem (β = -.259) was significant, accounting for an additional 6.9% of variance. In Step 5, there was a significant effect of mothers' social support (β = -.201) on child traumatic stress symptoms.
A quite different picture emerged when predicting child traumatic stress symptoms for Caucasian children using these same variables in the third test of the model. Monthly income, child age, child sex, witnessed violence, and intergenerational violence had little contributory effect on child traumatic stress symptoms. However, when mothers' mental health variables were entered in Step 4, they accounted for most of the variance in child traumatic stress (R 2 = .148 over Steps 1-3). Mothers' depression (β = .326) and self-esteem (β = -.199) contributed significantly to child traumatic stress symptoms, with a trend for mother's traumatic stress (β = -.191). Child age became significant in the fourth and fifth steps (β = .178, β = .186, respectively). In all, the ecological model was more successful in accounting for the variance in child traumatic stress symptoms when predicting to African American children's TSSC scores (total adjusted R 2 = .407) than when predicting TSSC scores for Caucasian children (total adjusted R 2 = .224). It is clear that results and their implications differ appreciably when predictors of children's traumatic stress symptoms are analyzed from a within-groups perspective than when ethnicity is used solely as a (comparative) predictor variable.
Family income was one element that distinguished the traumatic stress symptoms of African American children but not of Caucasian children. However, it is not clear what contributed to variance in African American and Caucasian children's family income. Post hoc analyses were performed to explore the interconnections among poverty, minority status, and demographic variables. Specifically, although years of mothers' education in the total sample was significantly intercorrelated with income (r = .33, p = .001), no differences were found in years of education between ethnic minority and Caucasian mothers. Yet mothers who were working at the time of the study had higher education, t(1, 217) = 3.97, p = .001. Of the 52% of mothers in the study who were working, fewer than expected were ethnic minority mothers, χ Note: n = 95 African American; n = 113 Caucasian. † p < .10. *p < .05. **p < .01. ***p < .001.
status was also a significant factor that distinguished income for these women. First, Caucasian women were twice as likely to be married, remarried, or divorced, and ethnic minority women were five times more likely to be single. Their incomes varied accordingly. Furthermore, there was a significant interaction between ethnic minority status and relationship status, F(5, 206) = 3.82, p = .002, such that there also was a significant difference, t(1, 218) = 2.59, p = .015, between the mean of married ethnic minority women's income ($1,156, SD = $657) and the mean of married Caucasian women's income ($2,044, SD = $1,108). There was no significant difference on income between Caucasian and ethnic minority women who were single. Clearly, the higher number of unemployed ethnic minority women and the lower income of married ethnic minority women, rather than educational or minority status alone, accounted for some of the income variance. Post hoc analyses of variance in income using variables associated with IPV revealed a number of main effects and interactions with ethnic minority status. Significant effects were found in income using severity of injuries experienced by the mother as a result of IPV and ethnic minority status. Specifically, there were main effects for the severity of injuries, F(4, 202) = 2.96, p = .021, and an interaction between severity of injuries and ethnic minority status, F(8, 198) = 3.14, p = .002. Tests of multiple comparisons revealed significant mean differences in income between those with moderate and severe injuries, such that ethnic minority women had significantly lower incomes when severely injured than did Caucasian women, and Caucasian women had significantly higher incomes when moderately injured. Similarly, there was a main effect for income and how long ago the abusive relationship ended, F(24, 182) = 3.84, p = .001, and an interaction between "when ended" and ethnic minority status, F(14, 192) = 2.40, p = .005. Here Caucasian women's income increased significantly (M = $2,158, SD = $1,539) when they were out of the abusive relationship for more than one year, relative to ethnic minority women's income, which did not increase proportionately (M = $1,184, SD = $838; t = 2.75, p = .009). Taken together these results suggest that the work life of battered women and, hence, their income were affected by how severely they were injured and by how long ago the violence took place.
Discussion
The children in this study were exposed to a range of potentially traumatic incidents involving their mothers. Mothers' self-reported experiences with IPV varied considerably, from those who were abused and maltreated once in the past year to those whose abuse was ongoing. Children did not witness all aspects of IPV but were exposed in high numbers when mild violence and severe violence occurred. They were almost always present when psychological maltreatment occurred but were much less likely to be eyewitnesses to acts of sexual violence, which mothers appeared to underreport. Perhaps the mothers were uncomfortable or otherwise less willing to disclose intimate experiences of sexual assault when interviewed by a stranger. The extent of eye witnessing found in the present study suggests that psychological maltreatment is a common feature of family life that is sometimes punctuated with physical assault to the mother in these families. These findings echo Root's (1992) conceptualization of insidious trauma and Terr's (1991) ongoing trauma typology, such that exposure to IPV is cumulative but varied, depending on the type, the severity, and the frequency of reported violence.
Fantuzzo and colleagues (1991) studied children exposed to IPV and produced the finding that younger children were more likely to be present when violence occurred. Contrary to other research, exposure to violence did not occur more frequently for younger children and did not differ by gender in this study. Clearly, witnessing IPV was upsetting and distressing to all of the children in this study, and the majority of children showed traumatic stress reactions, according to the mothers. However, unlike Kilpatrick and Williams' (1998) study of sheltered children, where all but one child was diagnosed with PTSD, few in the present study qualified for a diagnosis of PTSD. Still, the 25% PTSD diagnosis was close to that reported in other studies of similar community-based populations (McCloskey & Walker, 2000) . The percentage of children who met diagnostic criteria for traumatic reexperiencing (76%) was lower than that found by Fletcher (1994) in his analysis of studies of school-age children exposed to a range of traumas (92%). Perhaps these results reflect mothers' lack of awareness of their children's intrusive symptoms in the present study. The 34.7% who met diagnostic criteria for avoidance/numbing closely matched Fletcher's 30%. However, fewer children in this study met criteria for physiological arousal (31.4% vs. Fletcher's 55%). These findings suggest that there also may be differences in the expression of distress following exposure to IPV relative to children exposed to a range of different kinds of stressors, including Type I events described by Terr (1991) . Further research focusing on the reexperiencing and physiological dimensions of trauma experienced by children exposed to IPV may be instructive in identifying any unique parameters of trauma responses in this population.
There was considerable overlap in behavioral symptoms and PTSD for the children in this study. It was expected that internalizing problems would accompany and reflect trauma symptoms, yet these children also evidenced difficulty in the areas of aggression and social interactions-aspects of externalizing behavioral difficulties. Although mothers are generally considered to be stronger reporters of externalizing than internalizing problems, it is important to note that there was agreement between mothers and teachers when assessing behavioral problems of the child. There was a strong relationship between all of the CBCL child behavior problems (with the exception of delinquency) and all of the symptom categories of PTSD-traumatic reexperiencing, avoidance/numbing, and physiological arousal. These findings suggest that each one of the PTSD symptom clusters is associated with a range of behavioral dysfunctions in these children's lives. For example, children with traumatic reexperiencing are likely to exhibit difficulties in concentration, difficulties in social relationships, difficulties regulating their emotions, and more somatic complaints. Thus, children who score high on any of the three posttraumatic stress symptom scales, and not just those diagnosed with PTSD, could profitably be evaluated for intervention services.
When the ecological model of predictors of posttraumatic stress was tested for the whole sample, the amount of witnessed violence was the strongest predictor, followed by mothers' depression and child ethnicity. One factor that reduced the risk of posttraumatic stress symptoms was social support for the mother. It was interesting that maternal PTSD did not predict children's traumatic stress symptoms beyond the level of a trend, as others have found a much stronger connection (Foy et al., 1996; Klinnert et al., 1983 ). It appears that maternal depression was the more salient predictor, reflecting findings in studies of other outcomes for children exposed to IPV (e.g., child externalizing and internalizing behavior problems; , 2000 . Mothers' low self-esteem was not predictive of traumatic stress in the presence of other risk factors for the total sample but was considered salient in studies by Jaffe et al. (1990) and others (Osofsky et al., 1995) . Perhaps this was because of the low reliability of the self-esteem measure for the women in this study. Still, most studies in this area have taken only one or two predictors into account when explaining variation in child outcomes. The use of an ecological model to explain the outcome of traumatic stress allows the most salient predictors to emerge.
The most important findings of the present study are related to between-and within-groups cultural differences. Not only were Caucasian children more likely to have a PTSD diagnosis following exposure to IPV, but, in addition, their probable risk and protective factors were centered on the mothers' well-being. In the present study, the Caucasian women's depression was most predictive of the children's level of traumatic stress. These results follow a number of other researchers (Foy et al., 1996; Hammen et al., 1990; NICHD Early Child Care Research Network, 1999; Teti et al., 1995) , who have shown that children are at risk for emotional problems when their mothers' mental health is compromised. Yet this did not hold true for the African American children in the study, even though there were no significant differences in the levels of depression or self-esteem between Caucasian and ethnic minority mothers. One possible explanation is that Caucasian women's children were more affected by their mother's internal state, where self-blame was related to depression. Thus, the Caucasian children in this study may have been more dependent on their mothers and/or more isolated from other adults and thus more affected by their mothers' distress. The finding that mothers' self-esteem served a protective function was reflective of other studies of children in families with IPV (Jaffe et al., 1990; Osofsky et al., 1995) . Income was not a significant factor in accounting for the child's trauma symptoms, as many more Caucasian women were married, were working, and had higher incomes after leaving the abusive relationship.
Lower rates of PTSD (17%) were found for ethnic minority children. These results are similar to studies of other minority children in families with IPV, where fewer behavior problems were noted in African American than in Caucasian children (O'Keefe, 1994; Stagg et al., 1989; Westra & Martin, 1981) . Income and extent of eye-witnessed violence predicted most of the variance in African American children's traumatic stress symptoms. Income disparities between minority and Caucasian women have been well documented. These disparities are reflected in the present study in the lower rate of ethnic minority women's employment and lower financial status of married ethnic minority families in comparison with Caucasian women. However, the severity of injuries because of violence was also found to contribute to their diminished income. Although cross-sectional in design, the study results further suggest that the disparity in income was ongoing for ethnic minority women, as even one year after ending the violent relationship their incomes did not reach those of Caucasian women. Following the ecological model, we can speculate that a lack of employment opportunities for both ethnic minority men and women in the context of poor neighborhoods, and lower wages when there is employment, add risk to children in families with violence (McAdoo, 1995; McLoyd, 1990) . In addition to injury or illness, other elements may inhibit the mother's work outside the home, such as having young children at home, a lack of transportation, a lack of child care, or substance use or abuse. Given the salience of income for African American children's mental health, these elements also should be explored.
Although they had lower rates of PTSD, it is unclear why African American children's trauma symptoms would be so highly associated with the amount of witnessed violence. Once again, looking to the ecological context, we know that poor African American children's neighborhoods are highly varied in terms of opportunities and threat and can pose a number of challenges to optimal development (McAdoo, 1995) . Perhaps the children in this study also were exposed to additional traumatic events, such as community violence, arrests, and racism, that heightened the effects of witnessed violence in the home. Additional study is needed to explore these possibilities.
Despite evidence of the deleterious impact that IPV can have on women's selfesteem (S. M. Lynch & Graham-Bermann, 2003) , the minority mothers' self-esteem was predictive of outcome over and above other indices of mental health. There was a trend for the influence of maternal social support, inclusive of that provided by friends and spirituality, on child traumatic stress. Just as Mattis (2002) and other researchers (Brodsky, 2000; Handal et al., 1989; Lincoln & Mamiya, 1990) have noted, African American women find support in others, and in religion and spirituality, that enhances their coping and reduces their own distress. The African American children had mothers who also very likely had learned to cope with economic deprivation, social injustice, and denial of opportunity but who understood these to be socially imposed hardships not of their own making. If so, then they were less prone to engage in self-blame (and hence be less depressed) and more disposed to engaging social support in religion, at church, and through other community involvements. Thus, the cultural context may be relevant to understanding contributions to both dysfunction and pathways to resilience for mothers and children in different cultural groups. More studies that employ a within-groups analytic strategy are needed to explore these differences (Gaines, 1986) .
In addition to the limitations noted above, the consideration of culture is narrowly scripted here and does not explore systems of gender or social class. The use of more culturally relevant variables, such as ethnic identity and the salience of ethnicity, would add to our understanding of the role of culture and ethnicity to both children's traumatization and the forces that exacerbate and ameliorate it (Marsella et al., 1995) . Although the present study addressed the trauma experiences of essentially two groups of children exposed to IPV, more culturally diverse research samples are needed in studies of PTSD in children. Similarly, following DiNicola's (1996) suggestions, samples with younger children and children in different ethnic groups are needed.
Another limitation is that mother' reports were used to assess the child's symptoms of traumatic stress. Even though the majority of children in the present study were younger than the lower limits of most child trauma indices, it might have been profitable to ask these young children to report on their own reactions to the violence they had seen. Clinical interviews would have given the most definitive diagnostic information, but again, these were deemed prohibitively expensive for a study of more than 200 families living in the community. Perhaps a similar study with a diverse sample of children and a range of ages could be undertaken in existing clinical settings where such evaluations are more common. Ideally, researchers could develop a valid and reliable self-report measure of traumatic stress symptoms for use in studies of younger children. Finally, in this study children's experiences with violence were considered to exist along a continuum. In the future it would be interesting to distinguish the reactions of children exposed to a single, even if severe, episode of IPV from those with chronic IPV exposure.
The results of this study have implications for both prevention and clinical intervention efforts aimed at helping to reduce abuse to women and subsequent trauma to their children. Obviously, the most effective way to eliminate children's trauma symptoms would be to eliminate their exposure to IPV in the first place. Many efforts have been made to enhance screening for IPV in public health settings and to reduce domestic abuse in communities (Saltzman, Salmi, Branche, & Bolen, 1997; Sullivan & Bybee, 1999) . Once children have been exposed, attention can be focused on enhancing protective factors and reducing risk factors for both the mother and child. Broadly speaking, these efforts would include but are not limited to affordable services for the mothers that seek to identify and treat depression and PTSD and connect her to sources of both economic and social support.
Given the finding that 25% of the sample was diagnosed with PTSD with symptoms persisting for at least one month following exposure to IPV, children known to have been exposed to IPV should be screened for PTSD. Furthermore, these results imply the need for intervention not only for exposed children with a PTSD diagnosis but also for those with high levels of symptoms in each PTSD category as such symptoms clearly are associated with behavioral problems in others areas of the children's lives. A number of intervention programs have been designed to address the underlying causes of children's behavioral symptoms and have as their goals teaching safety planning and nonviolent problem solving, enhancing self-esteem and building social skills with peers (Graham-Bermann, 2001; Osofsky, 2004) . However, research is needed to determine whether such remedial activities actually reduce trauma symptoms in children exposed to IPV and for which children such programs are most and least effective.
